CASE REPORT
===========

A 59-year-old woman was referred to the Dermatology Service for evaluation of lesions on her hands and feet, which had appeared over the past 20 days and were asymptomatic. Her previous medical history included malignant neoplasia of the intestine, treated three years earlier, and essential arterial hypertension. She reported the use of enalapril, calcitriol and calcium carbonate, and denied allergy to any medication previously taken. A physical exam revealed slightly scaly erythematous plaques on her palms and soles ([Figure 1](#f1){ref-type="fig"} to [Figure 3](#f3){ref-type="fig"}). A skin biopsy revealed acantosis, hypergranulosis and compact ortokeratosis in the epidermis, while a lymphohistiocytic interstitial infiltrate, with an outline of epithelioid granulomas, was identified in the dermis, permeating areas of partial degeneration of collagen fibers, coupled with a few multinucleated giant cells engulfing degenerated elastic fibers ([Figure 4](#f4){ref-type="fig"}). There were no specific microorganisms in the sample. The lesions partially regressed after the biopsy and the remaining lesions were treated with high-potency topical corticosteroid, under occlusion, for seven days.

Figure 1Slightly scaly erythematous plaques on the palm of the right hand

Figure 3Erythematous plaques in the medial region of the right foot

Figure 4Lymphohistiocytic interstitial infiltrate with an outline of epithelioid granulomas permeating areas of partial degeneration of the collagen fibers (Hematoxylin & eosin, ×100)

DISCUSSION
==========

Patch granuloma annulare (GA) was first reported in 1932 by Monach^[@r1]^ as a new macular clinical variant, which was later also named macular GA or erythematous GA. This disease is a rare variant, of unknown incidence, which is typically observed in women from 40 to 74 years of age. The clinical manifestations include large flat and erythematous patches on the trunk and limbs, which is rarely described on the palms and soles.^[@r2],[@r3]^ Scalying is not a characteristic feature in the cases described in the literature.^[@r4]^ Clinical differential diagnoses include parapsoriasis and morphea; however, its histopathological findings are characteristic. Clinical and histological differentiation with reactive granulomatous eruptions can be challenging.^[@r2],[@r5]^ The term *granuloma annulare* appropriately describes the classical variant of the disease, with erythematous annular plaques and granulomatous infiltrate when submitted to microscopy. Nevertheless, the disease encompasses a spectrum of clinical presentations, including the localized (most common), disseminated, subcutaneous, papular, perforating, linear and patch forms.^[@r2],[@r5]^ The pathogenesis of GA, regardless of its clinical form, includes the presence of chronic vasculitis, the participation of lymphokines with the sequestration of macrophages and histiocytes in the dermis, delayed hypersensitivity reaction, defect in the chemotaxis of neutrophils and infections.^[@r5],[@r6],[@r7]^ Associations with diabetes, dyslipidemia, malignancies, infections, thyroid diseases and drugs are all reported in the literature, but they require further study in order to be confirmed. Triggers, such as contact dermatitis, tattoos, and insect bites, have also been described in the literature.^[@r5],[@r8],[@r9]^ Histologically, studies suggest that the diffuse interstitial pattern is most common in patch GA, unlike the focal palisading granuloma seen in the majority of other clinical forms. The interstitial pattern is characterized by collections of histiocytes around the collagen bands and blood vessels in the dermis.^[@r2]^ The resolution of GA, following many types of trauma, including biopsies, according to that observed in the present case, is a controversial phenomenon in the literature. One possible mechanism would be the reduction of the turnover of proteins from the extracellular matrix, which is naturally augmented in GA lesions, at the end of the healing process and neovascularization following the trauma. Previous case reports show that lesions with clinical and histological presentations of patch GA are more prone to post-trauma regression than those showing necrobiotic palisading granulomas.^[@r10]^
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